Background: In light of the immense attention given to patient safety, this paper details the findings of a baseline assessment of the patient safety culture in a large hospital in Riyadh and compares results with regional and international studies that utilized the Hospital Survey on Patient Safety Culture. This study also aims to explore the association between patient safety culture predictors and outcomes, considering respondent characteristics and facility size. Methods: This cross sectional study adopted a customized version of the HSOPSC and targeted hospital staff fitting sampling criteria (physicians, nurses, clinical and non-clinical staff, pharmacy and laboratory staff, dietary and radiology staff, supervisors, and hospital managers). Results: 3000 questionnaires were sent and 2572 were returned (response rate of 85.7%). Areas of strength were Organizational Learning and Continuous Improvement and Teamwork within units whereas areas requiring improvement were hospital non-punitive response to error, staffing, and Communication Openness. The comparative analysis noted several areas requiring improvement when results on survey composites were compared with results from Lebanon, and the United States. Regression analysis showed associations between higher patient safety aggregate score and greater age (46 years and above), longer work experience, having a Baccalaureate degree, and being a physician or other health professional.
Background
Patient safety has become a major priority to policymakers, healthcare providers and managers. Instigating a strong patient safety culture is pivotal for promoting this concept among healthcare professionals and sustaining this concept in healthcare organizations. Making patient safety culture a top priority is dependant on having a strong and positive patient safety culture [1] . Some components of a strong patient safety culture include open communication, teamwork, and acknowledged mutual dependency [2] . Assessing a healthcare organization's patient safety culture is the first step for developing a strong and solid safety culture [3] . Reflecting that, many international accreditation organizations now require patient safety culture assessments to evaluate the perception of healthcare staff on issues such as teamwork, actions taken by management and leadership to support and promote patient safety, staffing issues, frequency of incident reporting, and other patient safety culture issues [4] . Such assessments allow healthcare organizations to obtain a clear view of areas requiring attention to strengthen their patient safety culture [5] and identify specific challenges relating to patient safety within hospital units [4] . Most importantly, healthcare organizations conducting such assessments can benchmark their results against similar surveys conducted within their country or on an international level [6] . A widely used tool for evaluating patient safety culture is the Hospital Survey on Patient Safety Culture (HSOPSC) [7] . The HSOPSC measures 12 patient safety culture composites representing several patient safety culture predictors. The HSOPSC also requires respondents to give their work area/unit a patient safety grade and to answer a question on the number of events reported in the past 12 months [7] .
Evidence in the literature identifies several predictors for a strong and positive patient safety culture such as communication, information flow between and across units, common vision on the importance of patient safety, solid and constant commitment from management and leadership, and a non-punitive approach to incident and error reporting [8] . Despite the wealth of evidence published on patient safety culture in recent years, there is limited literature on this topic in the Arab world and the Kingdom of Saudi Arabia (KSA) in particular. A previous study conducted in 2009 in Riyadh identified organizational learning as the most positive aspect and non-punitive response to error as the weakest aspect of patient safety culture in public and private hospitals [9] . In 2010, a similar study utilizing the HSOPSC identified organizational learning and continuous improvement, teamwork within units, and feedback and communication about errors as areas of strength and event reporting, non-punitive response to error, staffing, and teamwork across hospital units as areas requiring improvement [10] . A study conducted in Turkey identified teamwork within units and overall perceptions of safety as areas of strength and frequency of event reporting and non-punitive response to error as areas requiring improvement [11] . The study highlighted infrequent levels event reporting was low and the majority of staff did not report or provide feedback about errors [11] .
The realm of patient safety culture was also explored in Lebanon through surveying 6807 hospital employees in 68 hospitals. Using an Arabic version of the HSOPSC, the study identified the most critical issues related to patient safety culture and potential strategies to implement the patient safety accreditation standards. Areas of strength as reported by sampled respondents included teamwork within units, hospital management support for patient safety, and organizational learning and continuous improvement. However, areas of weakness included teamwork across hospital units, hospital handoffs and transitions, staffing, and non-punitive response to error [12] . Approximately 60% of respondents reported not completing any event reports in the past 12 months and over 70% gave their units an "Excellent/Very Good" patient safety grade. An aggregate score for all patient safety composites was regressed against respondent characteristics. A higher aggregate score was associated with longer years of experience, being nurses or pharmacists, interaction with patients, and working at an accredited hospital [12] . A follow up study was conducted to identify predictors and outcomes of patient safety culture. Better patient safety grades were associated with higher scores on supervisor/manager expectations, organizational learning and continuous improvement, teamwork within hospital units, feedback and communication about errors, staffing, and hospital management support for patient safety and hospital handoffs and transitions. Event reporting was found to be associated with higher scores on for feedback and communication about errors and lower scores on hospital handoffs and transition. Frequency of event reporting was associated with higher scores on organizational learning and continuous improvement, communication and openness, feedback and communication, non-punitive response to errors, hospital management support for patient safety, and teamwork across hospital units. Better overall perception about patient safety was associated with higher scores on supervisor/manager expectations and actions promoting safety, organizational learning and continuous improvement, teamwork within hospital units, non-punitive response to error, hospital management support for patient safety, and hospital handoffs and transitions [13] .
Objectives
The objective of this study was to conduct a baseline assessment of the patient safety culture in a large hospital in Riyadh, Kingdom of Saudi Arabia (the hospital is composed of two sites, one large with 800 beds and the other small with 104 beds) and compare results with regional and international studies that utilized the same tool. This study aimed at exploring the association between patient safety culture predictors and outcomes, taking into consideration respondent characteristics and facility size.
Methods

Design, setting and sampling
This cross sectional study adopted a customized version of the Hospital Survey on Patient Safety Culture (HSOPSC) developed by the Agency for Healthcare Research and Quality. The survey tool was translated to Arabic to account for employees who are not very comfortable with English. It should be noted that the Arabic version of the survey was adapted from a study conducted in Lebanon which utilized this translated version [12, 13] . The survey was pilot tested with 20 employees who were not included in the final sample. Few modifications were done to the questionnaire as a result and they were mainly limited to adding more departments in the distribution list.
The hospital is a tertiary care university facility that has a total capacity of 904 beds with all major medical specialties and services. It receives referral patients from all over the country. The hospital is composed of two sites, Site A which is large (800 beds) and Site B which is small (104 beds).
The survey targeted selected hospital staff including physicians, nurses, clinical and non-clinical staff, pharmacy and laboratory staff, dietary and radiology staff, supervisors, and hospital managers. The two sites had a total of 5200 hospital employees of which 3000 fit the inclusion criteria. Data collection spanned several months and was available in electronic format (December 2011 to March 2012) and hard copies (February 2012 to March 2012). The first page of the survey included a consent form which included information about the study and definitions of terms used. Employees were not asked to sign on the consent form or any other page of the survey; they were asked to return the hard copies of the survey in sealed envlopes to one of 38 available collection boxes placed in designated Points of Contact (POC) assigned to different departments.
Data management and analysis
Data collected using the hard copies of the survey were entered using MS Excel. Surveys filled electronically were saved onto a web-based application then exported for data analysis on SPSS. Data was analyzed using SPSS 19.0 at a significance level of 0.05. The HSOPSC is composed of 42 items that measure 12 composites. The HSOPSC included both positively and negatively worded items. Items were scored using a five-point scale reflecting the agreement rate on a five-point frequency scale (both including a neutral category). The percentage of positive responses for each item and composite was calculated; negatively worded items were reversed when computing percent positive response. For example, the responses "Strongly Agree/Agree" or "Most of the time/ Always" are positive responses for positively worded items whereas for reverse worded items, disagreement indicates a positive response, so the responses "Strongly Disagree/Disagree" or "Never/Rarely" are considered. After counting percent positive responses per composite, this number is divided by the total number of responses for this composite to obtain a percent positive. Composite level scores were computed by summation of the items within the composite scales and dividing by the number of items with non-missing values. Cronbach's alpha was used to measure the internal consistency of the 12 composites.
Two of the composites (frequency of events reported and overall perception of safety) are two of the four patient safety culture outcome variables [7] . The remaining two outcome variables are the patient safety grade and the number of events reported [7] . Pearson correlation was used to examine the association between frequency of frequency of events reported and overall perception of safety and the remaining 10 composites at the bi-variate level. Additionally, ANOVA f-test with multiple correction using Bonferroni was used to examine the association between patient safety grade and number of events reported across the two sites (Sites A and B). Cross-tables were constructed and chi-square test was used to examine the association between patient safety grade and number of events reported across the two sites (Sites A and B).
Calculating the item-level and the composite-level percent of positive and negative responses allowed for the identification of areas of strength (at least 75% of respondents answer positively) and areas with potential for improvement (less than 50% answer positively). As such, higher values reflect better scores. Univariate analysis was also conducted to summarize demographic characteristics of hospitals and respondents. Bi-variate analysis was conducted to derive potential variables to be included in the regression analyses. All tests were conducted at a significance level of 0.05.
The four outcome variables were regressed against the 10 composite scores, respondent's position in the hospital, and hospital size. Four regression models were constructed, two adopted Generalized Estimating Equations (the two categorical outcome variables: number of events reported and patient safety grade) and the other two models followed a linear regression model (the two composites for frequency of events reported and overall perception of safety). In the latter models, the independent variables were entered as dummy variables. The two categorical outcomes were recoded into fewer categories for the purpose of this analysis. The outcome on patient safety grade was recoded into three categories "Poor or Failing," "Acceptable," and "Excellent/Good." The outcome on number of events reported was recoded into ">5 events reported," "1 to 5 events reported," and "No events reported".
Prior to data analysis, a data check was conducted to determine whether any of the respondents answered similarly to all questions (filled in the same value for all items). The survey was 3 pages long and as such, a total of 59 surveys for which respondents indicated the same value for 80% of the questions on the same page were dropped from the analysis. It was initially assumed that respondents would indicate the same value for the entire survey. When this assumption was assessed, only 18 cases were found.
Results on the survey composite were compared against those in three other countries, specifically, Lebanon, and the United States. A weighting exercise was conducted on SPSS to determine whether the difference in results from each country were significantly different. The percent positive responses for each of the composites were grouped in an MS Excel sheet and countries were compared collectively and in pairs. Given differences in types of health facilities, size of facilities, number of respondents, and other additional factors, this analysis was done for comparative purposes.
Results
General results
A total of 2,572 of the 3,000 questionnaires sent to the two sites were returned complete (2033 from Site A and 539 from Site B) yielding an overall response rate of 85.7%. Responses to the electronic format of the survey were 1524 (59.3%) whereas 1047 employees returned the hard copy of the survey (40.7%). (Table 1) . A third of respondents had 1 to 5 years of experience (30.5%) while 25% had 6 to 10 years of experience and 18.6% had less than 1 year of experience. The majority of respondents indicated that their work required direct contact with patients (76.1%). Approximately half the sampled respondents gave their hospital a Very Good patient safety grade (49%). Slightly over half the sampled respondents reported no events (52.7%), approximately a third (28.7%) reported 1 to 2 events, and 13% reported 3 to 5 events. It is worth noting that only 1.4% of respondents reported 21 or more events (Table 1) .
Determining Areas of strengths and areas requiring improvement according to patient safety culture composites results
The twelve dimensions were examined to determine areas of strength (those where percent positive rating exceeds 75%) and those requiring improvement (scoring below 50%). The dimensions with the highest positive score and are thus considered areas of strength were Organizational Learning and Continuous Improvement (79.6%), and Teamwork within units (78.5%). Dimensions scoring the lowest and as such can be considered areas requiring improvement were hospital non-punitive response to error (26.8%), staffing (35.1%), and Communication Openness (42.9%) ( Figure 1 ).
Items considered areas of strength and other requiting improvement were then examined. One major area of strength was highlighted by the responses to the item on whether the hospital is actively doing things to improve patient safety to which percent positive response was 90%. Other areas of strength were revealed within the dimension on Teamwork within units whereby the item on whether staff support one another within a unit received 84.7% positive responses, whereas the item on the degree to which staff we work together as a team to get the work done when there is a lot of work to be done received 81.6% percent positive scores. Moreover, 80.7% of respondents responded positively when it came to whether staff members treat each other with respect within the unit ( Table 2) . Some of the areas requiring improvement pertained to the dimension on staffing whereby respondents reported that staff work longer hours than best for patient safety (19.3% positive) and 24.8% indicated that they try to do too much too quickly when work is in "crisis mode." Other areas requiring improvement pertained to non-punitive response to error whereby 31.4% of staff felt like their mistakes were held against them, and 32.5% indicated feeling as though they were being written up when an event is reported (Table 2 ).
Additional areas of strength and those requiring improvement are detailed in Table 2 .
Comparative against regional and international findings
Patient safety culture composite scores were compared to similar studies done in Lebanon, and the United States. The sampled hospital in Riyadh appeared to fare better on the dimension pertaining to Teamwork across hospital units, Hospital Handoffs and Transitions and Organizational learning and continuous improvement than hospitals in Lebanon [12] , and the US [14] . Compared to Lebanon, the sampled hospital scores much lower on Hospital management support for patient safety, 
Correlations between patient safety culture composites
Despite one exception, the 12 composites were found to be significantly but moderately correlated with varying degrees in the strength of these correlations. Within the composite on frequency of events reported, the strongest correlation was observed for feedback and communication about error (Pearson r = 0.413) while the weakest correlation was for that on supervisor manager expectations to promote patient safety (Pearson r = 0.081). It was interesting to observe a negative (albeit relatively weak) correlation between staffing and frequency of events reported (Pearson r = −0.087) (See Table 3 ).
As for the composite on overall perception of patient safety, the strongest correlation was that for hospital management support for patient safety (Pearson r = 0.352) while the weakest was that for non-punitive response to error (Pearson r = 0.176). It was also interesting to observe a weak correlation between communication and openness and overall perception of patient safety (See Table 3 ).
Comparison of means between outcome variables and patient safety composites
Significantly different mean scores were observed for patient safety grade and all 10 patient safety culture composites with highest mean scores observed for respondents who indicated an Excellent/Very Good grade (See Table 4 ). The outcome of number of events reported was significantly associated with feedback and communication about error, hospital management support for patient safety, hospital handoffs and transitions, and teamwork across hospital units with the highest mean scores observed for respondents reporting 1 to 5 events (See Table 4 ).
Comparison of responses across the two facilities
Patient safety composites were significantly different across the two facilities of different size. Specifically, higher scores were observed in the small facility for the composites measuring overall perception of safety, supervisor manager expectations and actions to promote safety, teamwork within hospital units, communication and openness, nonpunitive response to error, hospital management support for patient safety, and teamwork across hospital units (See Table 5 ).
Generalized estimating equations for the patient safety composite scores and respondent and hospital characteristics against the patient safety grade and the number of events reported Patient safety grade
As detailed in Table 6 , a one unit increase on most patient safety culture composites increased odds of reporting better patient safety grades. Respondents aged between 30 and 45 and those above 55 also had lower odds of reporting better patient safety grades (OR = 0.91, 95% CI = 0.89 -0.93 and OR = 0.66, 95% CI = 0.49 -0.89 respectively). Experience was associated with higher patient safety grades whereby respondents who had 6 to 20 years of experience had greater odds of reporting higher patient safety grades (See Table 6 ). Degrees were negatively associated with patient safety grades whereby increasing educational attainment was associated with lower patient safety grades (See Table 6 ). As for respondent positions, attending physicians, dieticians, registered nurses, resident physicians, respiratory therapist, quality staff and unit assistants and clerks had lower odds of reporting higher patient safety grades. Respondents working in the small site of the hospital had significantly higher odds of reporting better patient safety grades (OR = 1.58, 95% CI = 1.25 -1.99) (See Table 6 ).
Number of events reported
A one unit increase in some composites was found to increase number of events whereby an increase in some others had the opposite effect. An increase in Feedback and Communication about Error, and non-punitive response to Table 6 ). Female respondents had 0.75 lower odds (95% CI = 0.62 -0.91) of reporting higher number of events. While respondent age was not significantly associated with number of events, a work experience ranging between 6 to 15 years was associated with lower odds of reporting higher number of events. Increasing levels of education was also associated with much greater odds of reporting higher number of events. With regard to positions, all of Attending/Staff Physician; Physical, occupational speech therapists; physician assistant/nurse practitioners; unit assistant/clerks; technicians; and others had lower odds of reporting higher number of events. However, pharmacists and respiratory therapists had greater odds of reporting higher number of events. Working in the smaller hospital site was also associated with reporting lower number of events (OR = 0.62, 95%CI = 0.60 -0.65) (See Table 6 ).
Linear regression for the patient safety composite scores and respondent and hospital characteristics against the frequency of events reported and the overall perception of safety
Frequency of events reported
Linear regression analysis showed that a one unit increase in the score on organizational learning and continuous improvement increased the frequency of events reported by 0.24 (P-Value = 0.002) whereas an increase in Feedback and Communications About Error increased frequency of events reported by 0.43 (p-value < 0.001). However, a one unit increase in Staffing and Teamwork across units *the composite-level percentage of positive responses was calculated using the following formula: (number of positive responses to the items in the composite/ total number of responses to the items (positive, neutral, and negative) in the composite (excluding missing responses))*100. **Negatively worded items that were reverse coded. Table 7 ).
Overall perception of safety
Perception of patient safety improved by 0.09 (P-Value = 0.008) for a one unit increase in the score on supervisor/ manager expectations and actions promoting safety, by 0.20 (P-Value < 0.001) for every unit increase in the score on organizational learning and continuous improvement, and by 0.09 (P-Value < 0.001) for a one unit increase in the score on teamwork within units. A one unit increase in the composites on Staffing, Hospital Management Support for Patient Safety, Hospital Handoffs & Transitions were also found to increase overall perception of patient safety by 0.13 (p-value < 0.0010, 0.17 (p-value <0.001) and 0.08 (p-value = 0.004) respectively. A one unit increase in Communication and Openness was associated with −0.06 lower overall perception of patient safety (p-value = 0.013) (See Table 7 ). Longer years of experience were associated with progressively lower overall perception of patient safety as observed in Table 4 . Moreover, respondents who had 1 to 5 years of experience had −0.11 (p-value = 0.047) lower perception of patient safety. Physical, Occupational, Speech Therapists, Registered Nurses and Unit Assistant/Clerk/Secretary all had lower overall perception of patient safety (Table 7) .
Discussion
This is one of the few large scale studies assessing patient safety culture in one organization in KSA. Findings were able to identify areas of strength (Organizational Learning and Continuous Improvement and Teamwork within units) and weaknesses (Non-punitive response to error, staffing, and Communication Openness). Study findings showed many areas for improvement, particularly in comparison to other countries in the region and around the world. Results on some composites such as nonpunitive response to error, staffing, and communication and openness are lower than countries in the region and the US. However, patient safety culture initiatives are novel in the region since the topic only started garnering attention in the past five years. On the other hand, patient safety has been an area of debate and attention in the US since the publication of the Institute of Medicine (IOM) report in 2001 and as a result, it is natural to find better results on some areas compared to those in KSA and even Lebanon.
Findings at the bi-variate and multi-variate level point to several areas of improvement within the composites that can increase patient safety grade, number of events reported, frequency of events reported and perception of patient safety. It appeared that higher composites on communication and openness, feedback and communication about error and non-punitive response to error Patient Safety Grade. a. Significant difference between "Poor or Failing" and "Acceptable". b. Significant difference between "Poor or Failing" and "Excellent/Very Good". c. Significant difference between "Acceptable" and "Excellent/Very Good". Number of Events Reported. a. Significant difference between "No events reported" and "1 to 5 events reported". b. Significant difference between "No events reported" and " > 5 events reported". c. Significant difference between "1 to 5 events reported" and " > 5 events reported".
were associated with lower number of events reported. Moreover, higher scores on staging and teamwork across hospital units were associated with lower frequency of events reported and higher scores on communication and openness were associated with lower perception of patient safety. These finding can be linked to the responses to the question on frequency of event reporting imply a fear of reporting, and this can be linked to some respondents' belief that mistakes were held against them when they report an incident. Fear of reporting can present an impediment to a positive patient safety culture. Reasons for not reporting errors as detailed in literature include fear, humiliation, and the presence of a punitive response to error [15] . There is a need to encourage health professionals, particularly nurses who comprised around half the sampled respondents, to report events given its positive impact in improving patient safety. In fact, evidence in the literature defines three major components to a positive patient safety culture, mainly a just culture, a reporting culture, and a learning culture [2] . A non-punitive environment where hospital employees feel free and confident in reporting events without fear of blame is essential for better event reporting and consequently a safer hospital [5] . Nonpunitive response to error was also low in Lebanon where it scored lowest among all dimensions [12] . Staffing also appeared to be a challenge to respondents in this study, as they specifically indicated working longer hours than is best for patient safety, and that they try to do too much too quickly in crisis mode. This finding is critical given the large body of evidence linking the availability of health care providers to population health outcomes [16] . Organizations with an insufficient number of employees have suffered major patient related catastrophes [8] . In cases where the number of employees is lower than optimum to provide patient care, most staff are overworked, burned out, suffer from stress and sleeplessness which may cause lapses in performance which could affect quality and patient outcomes [8, 17] .
Despite the findings above, many areas of strength were also identified including actions taken by the hospital to improve patient safety, degree of staff support within a unit, working together as a team. Findings in Lebanon linked higher scores on teamwork across hospital units to frequency of events reported. Higher scores on hospital handoffs and transitions were linked to greater likelihood of better perception of safety and also greater likelihood of reporting a higher patient safety grade [12] . One interesting observation is that related to the impact of small hospital size on patient safety culture outcomes. The study noted a significant association between small facility size and higher patient safety grade and number of events reported. Small hospital size has been found to be associated with higher overall average percent positive response on the patient safety culture composites and a higher percentage of respondents giving their work areas a patient safety grade of "Excellent" or "Very Good" [18] . On a related note, a study in Lebanon found a link between hospital size and better quality results in a study on impact of accreditation on quality of care [19] . Size is particularly important to consider given that evidence from the literature documenting its effect on managerial practices in healthcare organizations. For instance, large organizations find it easier to comply with accreditation requirements (such as assessment of patient safety culture) and derive greater value and benefit compared to smaller organizations given the lower financial burden in comparison to their overall budgets [20] . However, the edge that smaller organizations possess is their homogenous culture and shared values [21] . Larger organizations are more hierarchical and bureaucratic making implementation of quality initiatives challenging [22] ; this also affects employees' attachment to these organizations and consequently their performance [21] . Evidence from international literature link small hospital size (<100 beds) to increased formal organizational leadership in relation to patient safety events which in effect lead to better patient safety behaviors at the organizational level. This is due to the fact that in small hospitals (where the economic burden of safety programs may be large), formal leadership is closer to the front lines and has greater impact than in larger hospitals [23] .
Some strengths and limitations to this study should be acknowledged. One of the strengths of this study is its use of the HSOPSC which is the most commonly used tool to assess the culture of safety in hospitals. This study also utilized the Arabic version of the survey which was translated and validated in in another Arab country [12, 13] . Despite the fact that most employees in the sampled organizations are expatriates and should thus be fluent in English, Arabic remains the native language that most employees feel more comfortable with. As such, providing employees with an Arabic version of the survey may have allowed them to better understand and respond to the specific items of the survey. It should be acknowledged that while this study targeted a major health care organization in Riyadh and was able to obtain a large sample size representing the majority of staff, results should be interpreted with caution and not be generalized. However, it does offer insight into the current status of patient safety culture and was able to build on and validate the findings of previous research, particularly after major work has been conducted on accreditation in healthcare organizations in KSA including the facilities in this specific study.
Some may consider the low Cronbach's alpha values a limitation (values ranged between 0.214 and 0.892). The HSOPSC user's guide indicates that a value equal to or greater than 0.6 is acceptable [7] whereas Bowling [24] sets 0.5 or above as an acceptable value. Still, evidence shows that lower values of Cronbach's alpha are expected when using psychological constructs due to the diversity of the items that are being measured [25] . A study in Turkey also reported values as low as 0.4 [11] . In Lebanon, Cronbach's alpha values were as low as 0.451 and were attributed to the wide range of respondents [12] . Exploring the Cronbach's alpha across respondent's positions in this study also showed variation which may indicate that respondents in specific positions may be more (or less) aware about specific areas of patient safety culture challenges. This finding may require additional analysis to understand how different positions within the hospital may affect performance and consequently quality of care. There are limited opportunities for countries to compare their performance against countries in the same region or around the world. This is the first study to compare such results in the region and the results presented in the comparative analysis component detail areas where the findings in KSA are similar and different than Lebanon, and USA. The comparative analysis required obtaining detailed data from each country pertaining to percent positive responses and sample size. Detailed results were available for sample size for each of the composites for both Lebanon and KSA but not for USA. In the latter cases, the total number of cases was used instead which was 567,703 for USA. This may have affected the results of the comparative analysis. Despite these limitations, the significant differences with Lebanon and USA provide a number of insights for the hospital in Riyadh on areas of strength and areas requiring some additional improvement.
Conclusion
Investing in practices that strengthen patient safety is crucial if hospitals are to improve overall performance and quality of services. There is significant work to be done in the sampled organizations and in the context of the region in general to improve patient safety practices and culture. Patient safety should be integrated into educational programs for health professionals and embedded within the foundation of organizational structures. Health professionals needed not only continuing education but organizational support in the form of policies, governance and reporting structures. There is a need to give priority to patient safety culture assessments in health organizations and more importantly to make changes based on the results of such assessments. Regular assessment and reporting of patient safety culture is also required by some national and international accreditation programs. Such assessments can indicate areas requiring improvement and as such help devise targeted efforts that focus on investing in and improving patient safety and overall performance. It should be noted that assessing the patient safety culture is only the first step in a long process for identifying areas for improvement that hospitals can address to avert critical patient outcomes. Longitudinal research based on regular assessment of patient safety culture is needed to determine whether tangible improvements resulted from implemented quality improvement plans and affected the culture of safety or had an impact on clinical outcomes.
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